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Appendix 3 (as supplied by the authors): GRADE basis of recommendation decision tables for 
prevention of obesity and treatment of overweight and obesity 

Table 1: GRADE Basis of Recommendation Decision Table for Prevention of Obesity 

Question: Do primary care-relevant prevention interventions (behaviourally-based) in normal weight 
adults lead to improved health outcomes or sustained/short-term weight gain prevention, with or without 
improved physiological measures? 
Population: Adults 18 and over, normal weight  
Intervention: Behaviourally based interventions (diet, lifestyle, exercise) 
Setting (if relevant): Primary care or referable from primary care 
Decision domain Summary of reason for decision Subdomains influencing decision 
Quality of evidence 
(QoE) 

Is there high or 
moderate quality of 
evidence 

Yes☐ No ☒ 

QoE for benefits of intervention: 

Very low to low; but studies with 
unclear Risk of bias downgraded 

Examined change in weight in KG, 
BMI, waist circumference, and total % 
body weight loss.  

Intervention participants lost 0.7 more 
kg, lowered their BMI by 0.2 kg/m2 
more, reduced their waist 
circumference by an additional 0.9 cm, 
and lost 1.3% more total body fat than 
control participants. 

Statistically significant but modest 
reductions in LDL, cholesterol, 
glucose but not T2D, or BP but not 
maintained after intervention ends. 

QoE for harms of intervention: 

Evidence not graded. Little evidence 
on harms available. No significant 
harms reported 

Key reasons for downgrading or 
upgrading: 

QoE for benefits: 

Indirectness: studies not limited to 
normal weight individuals, but at least 
included some normal weight (at least 
one study arm had baseline mean BMI 
<25 or the baseline mean BMI >25 but 
minus one SD <25, or the number or % 
of normal weight participants specified 

RoB: unclear in many studies, also 
interventions difficult to blind  

QoE for harms: 

Not rated 

Balance of benefits 
and harms 

Is there certainty 
that the benefits 
outweigh the harms? 

Yes☒ No ☐ 

Evidence of benefit, but only one study 
of long term maintenance which 
showed no benefit, no evidence of 
harms 

Is the baseline risk for benefit similar 
across subgroups? 

Yes☐ No☒ Those who are at higher 

health risk have more potential for 
benefit 

Should there be separate 
recommendations for subgroups based 



Question: Do primary care-relevant prevention interventions (behaviourally-based) in normal weight 
adults lead to improved health outcomes or sustained/short-term weight gain prevention, with or without 
improved physiological measures? 
Population: Adults 18 and over, normal weight  
Intervention: Behaviourally based interventions (diet, lifestyle, exercise) 
Setting (if relevant): Primary care or referable from primary care 
Decision domain Summary of reason for decision Subdomains influencing decision 

on risk levels? 

Yes☐ No☒ There is no evidence 

Is the baseline risk for harm similar 
across subgroups? 

Yes☒ No☐ Given the risk of harms is 

low 

Should there be separate 
recommendations for subgroups based 
on harms? 

Yes☐ No☒ No harms identified 

Values and 
preferences 

Is there confidence 
in the estimate of 
relative importance 
of outcomes and 
patient preferences? 

Yes☐ No ☒ 

We found no evidence on patients’ 
values or preferences for screening or 
for weight gain prevention programs. 
Clinicians should discuss the evidence 
showing minimal short-term benefit 
from weight gain prevention 
interventions with their patients and 
must help each patient make a decision 
that is consistent with his/her values 
and preferences.   For adults who 
express concerns about weight gain or 
who are motivated to make lifestyle 
changes, practitioners should also 
consider offering or referring to 
preventive interventions. Lifestyle 
changes focusing solely on increased 
physical fitness levels, or improved 
quality of life were not included in the 
examined trials, but there is increasing 
evidence that physical fitness modifies 
the relationship between body weight 
and mortality22.  

Perspective taken: Patient   

Source of values and preferences: 
Literature review 

Source of variability, if any: Little 
evidence found 

Method for determining values 
satisfactory for this recommendation? 

Yes☐ No☒ 

More information from studies of values 
and preferences would be ideal 

All critical outcomes measured? Yes☐ 

No☒ 

Resource 
implications 

Are the resources 

Costs were not considered in this 
guideline. Without evidence of long 
term benefit, it is difficult to determine 
the opportunity costs.  

Feasibility: Is this intervention generally 
available?  



Question: Do primary care-relevant prevention interventions (behaviourally-based) in normal weight 
adults lead to improved health outcomes or sustained/short-term weight gain prevention, with or without 
improved physiological measures? 
Population: Adults 18 and over, normal weight  
Intervention: Behaviourally based interventions (diet, lifestyle, exercise) 
Setting (if relevant): Primary care or referable from primary care 
Decision domain Summary of reason for decision Subdomains influencing decision 
worth the expected 
net benefit?  

Yes☐ No ☐ 

Unsure X 

Yes☒ No ☐ In a community setting 

Opportunity cost: Is this intervention 
and its effects worth withdrawing or not 
allocating resources from other 
interventions? Difficult to determine 

Is there lots of variability in resource 

requirements across settings? Yes ☒  

Overall strength of 
recommendation:  

WEAK 

We recommend that practitioners not offer formal, structured interventions aimed 
at preventing weight gain in normal weight adults. 

Remarks and 
values and 
preference 
statement 

The CTFPHC is placing a higher value on the lack of evidence of clinically 
meaningful short term weight gain prevention, lack of evidence of weight 
maintenance and lack of evidence for effectiveness of preventive interventions in 
normal weight populations. The CTFPHC is placing a lower value on the 
insufficient evidence of patient values and preferences. 



Table 2: GRADE Basis of Recommendation Decision Table for Treatment for Obesity 

Question: Do primary care relevant treatment interventions (behaviourally-based and 
or/pharmacotherapy) in overweight/obese adults lead to improved health outcomes, short-term or 
sustained weight loss, or weight gain prevention, with or without improved physiological measures? 
Population: Adults 18 and over, overweight and obese 
Intervention: RCTS of behaviourally-based (diet, exercise, multicomponent), and combination 
pharmacological (orlistat or metformin) and behavioural approaches. 
Setting (if relevant): Primary care or referable from primary care. 
Decision domain Summary of reason for decision Subdomains influencing decision 
Quality of evidence 
(QoE) 
BEHAVIOURALLY-
BASED 
Is there high or 
moderate quality of 
evidence 

Yes☒ No ☐ 

QoE for benefits of treatment with 
behaviourally-based interventions: 
Low to moderate 
Examined change in weight in KG, 
BMI, waist circumference, and % total 
body weight loss. Intervention 
participants lost 3.13 kg more,  
lowered their BMI by 1.09 kg/m2 
more, reduced their waist 
circumference by 3.05 cm more than 
controls, and were more likely to lose 
≥ 5% and ≥ 10% total body weight, 
compared to control participants. 
Intervention participants, some of 
whom were at high risk of diabetes 
were less likely to be diagnosed with 
new onset TYPE 2 DIABETES, 
compared to control participants.  
Intervention participants had 
statistically significant, but clinically 
modest reductions in cholesterol, LDL, 
fasting glucose, SBP, DBP. No studies 
assessed changes in physical fitness. 
Health risk varied among participants 
across studies, but pre-defined 
subgroup analyses (gender, etc) did 
not reveal substantive differences in 
weight loss outcomes by pre-defined 
groups.  

Two lifestyle weight loss maintenance 
RCT  studies indicated some weight 
regain after initial weight loss, with 
regain being 1.5 kg less in intervention 
groups  

No data on patient important 
outcomes of mortality, cancer, 

Key reasons for downgrading or 
upgrading: 
QoE for benefits and weight 
maintenance: 
Evidence was downgraded in the 
domains of: 1. Risk of Bias (RoB) 
(unclear in many studies); 2. 
Imprecision (KG [exercise-only]); and 3. 
Other considerations: publication bias 
(KG [diet + exercise, multicomponent, 
behavioural-based length ≤ 12 months, 
behavioural-based length > 12 months, 
high CVD risk, mixed gender]), ≥ 5% 
weight loss, cholesterol). 

QoE for harms: 
Evidence was downgraded in the 
domains of: 1. RoB (unclear in many 
studies); and 2. Other considerations: 
publication bias (any adverse event, 
serious adverse event, withdrawal). 



emotional functioning, MSK, QoL, 
reduced disability in the reviewed 
trials.  

QoE for harms of treatment with 
behaviourally-based interventions: 
Low 
Examined any adverse event, serious 
adverse events, and withdrawal from 
study due to adverse event. No 
significant difference in harms 
between behaviourally-based 
intervention participants and controls. 

Quality of evidence 
(QoE) 
PHARMACOLOGICAL 
Is there high or 
moderate quality of 
evidence 

Yes☒ No ☐ 

QoE for benefits of treatment with 
pharmacological interventions: 
Low to moderate 
Examined change in weight in KG, 
BMI, waist circumference, and % total 
body weight loss. Intervention 
participants lost 2.89 kg more, 
compared to behavioural control 
arms, lowered their BMI by 1.27 
kg/m2 more, reduced their waist 
circumference by 2.29 cm more, and 
were more likely to lose ≥ 5% and ≥ 
10% total body weight, compared to 
control participants, on some form of 
lifestyle, diet or exercise intervention. 
Intervention participants were less 
likely to be diagnosed with new onset 
TYPE 2 DIABETES, compared to control 
participants. Intervention participants 
had statistically significant and 
modest reductions in cholesterol, LDL, 
fasting glucose, SBP, and DBP.  
Health risk varied among participants 
across studies, but subgroup analyses 
did not reveal substantive differences 
in outcomes by pre-defined groups.  
Four pharmacological studies (orlistat) 
found no difference in weight 
maintenance after intervention.  

QoE for harms of treatment with 
pharmacological interventions: 
Low to moderate 
Examined any adverse event, serious 
adverse events, gastrointestinal 

QoE for benefits: 
Evidence was downgraded in the 
domains of: 1. RoB (unclear in many 
studies); and 2. Other considerations: 
publication bias (≥ 5% weight loss, ≥ 
10% weight loss). 

QoE for harms:  
Evidence was downgraded in the 
domains of: 1. RoB (unclear in many 
studies); 2. Imprecision (serious 
adverse event); and 3. Other 
considerations: publication bias 
(gastrointestinal event). 



events, and withdrawal from study 
due to adverse event. 
Intervention participants were more 
likely to experience an adverse event 
(any), a gastrointestinal event, and to 
withdraw from the study, compared 
to control participants. 

Balance of benefits 
and harms 
Is there certainty that 
the benefits outweigh 
the harms? 

Yes☒ No ☐ 

Behavioural interventions: evidence 
for some benefit in some groups at 
health risk for diabetes, and no 
evidence of harms. 

Pharmacological interventions: 
evidence of benefit with evidence of 
harm (any adverse event, 
gastrointestinal and withdrawal).  

Is the baseline risk for benefit similar 
across subgroups? 
Yes☐ No☒ 
Risk of benefit could vary based on 
baseline weight and health status of 
participants 
Should there be separate 
recommendations for subgroups based 
on risk levels? 
Yes☐ No☒ 
It is possible that groups with 
documented increased health risk 
(e.g., for diabetes) could benefit more 
than others from modest weight loss 
to prevent progression to diabetes 
Is the baseline risk for harm similar 
across subgroups? 
Yes☒ No ☐ 
No evidence of differences in harms by pre-defined 
subgroups 
Should there be separate 
recommendations for subgroups based 
on harms? 
Yes☐ No☒ 

Values and 
preferences 
Is there confidence in 
the estimate of 
relative importance 
of outcomes and 
patient preferences? 

Yes☐ No ☒

Patient preferences and values 
regarding overweight and obesity 
prevention and treatment are based 
on multiple and sometimes complex 
internal and external factors. 
Practitioners’ attitudes towards 
obesity may influence patients’ 
decisions to seek or access treatment 

Perspective taken: Patient  
Source of values and preferences: 
Literature review 
Source of variability, if any: Only one 
study found to address patients’ values 
and preferences among reviewed 
studies. 

Method for determining values 
satisfactory for this recommendation? 
Yes☐ No☒ 
More information from studies of 
values and preferences would be ideal. 
All critical outcomes measured? Yes☐ 
No☒ 



No data on patient important 
outcomes of mortality, cancer, 
emotional functioning, MSK, QoL, 
reduced disability in the reviewed 
trials.  

Resource 
implications 
Are the resources 
worth the expected 
net benefit?  

Yes☒ No ☐ 

Varies by intervention. A large 
proportion of international economic 
evaluations of the prevention and 
treatment of obesity report these 
interventions as cost-effective. 

Feasibility: Is this intervention 
generally available?  
Yes☒ No ☐ 
Weight loss interventions are available 
Opportunity cost: Is this intervention 
and its effects worth withdrawing or 
not allocating resources from other 
interventions? Yes☒ No ☐ 
Is there lots of variability in resource 
requirements across settings? Yes☐ 
No ☒ 

Overall strength of 
recommendation:  

Evidence for modest short-term weight loss for behavioural interventions and 
pharmacological interventions. Pharmacological interventions had harms, 
behavioural did not. Concerns regarding the design and reporting of 
pharmacological trials that were beyond what GRADE assesses. Evidence that 
interventions delay the onset of type 2 diabetes in patients at risk. Information 
on important outcomes of mortality, cancer, emotional functioning, MSK, QoL, 
reduced disability and physical fitness in the reviewed trials was lacking. 
Moderate to low quality evidence for weight loss maintenance. 

Remarks and values 
and preference 
statement 

Insufficient evidence to determine the values and preferences of participants. 
Assume patients value weight loss and improved health benefits. 

MSK: musculoskeletal disorders; QoL: quality of life 


